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was found in this case. Perhaps the authors could 
clarify the findings at surgery to substantiate their 
claim that this rupture was indeed spontaneous. 
P. GOLDSTRAW 
Royal Brompton National Heart and Lung Hospital 
Sydney Street 
London S W3 6NP, CT. K. 
25 January 1993 
Reply to the letter from Mr Goldstraw 
We appreciate very much Mr Goldstraw’s remarks 
on our case report ‘Spontaneous Intrapleural Rupture 
of Mediastinal Teratoma’. We also note with interest 
his similar experience as regard to the presence of the 
intense inflammatory reaction which surrounds such 
tumours. 
A massive mediastinal teratoma as in the reported 
case, must have been slowly growing over many years, 
yet, as appeared from history, there was nothing to 
suggest that respiratory distress had happened in the 
past. Suddenly, the patient presented with acute respir- 
atory distress, severe left-sided chest pain and pyrexia. 
This dramatic presentation cannot be explained by the 
massive tumuour size, as this has been the case over 
many years. The development of sympathetic pleural 
effusion is not likely to take place over short period 
to cause respiratory distress. Moreover, sympathetic 
pleural effusion is not known for causing severe chest 
pain. There was no productive cough and culturing of 
the pleural fluid showed no organisms. So, the high 
fever in our patient cannot be explained on the basis of 
pulmonary sepsis or the presumed sympathetic pleural 
effusion. If chest aspiration or intubation was the 
cause for the tumour rupture, how can we explain the 
deterioration in patient condition prior to admission. 
Something else must have happened to explain this 
dramatic presentation. We believe that the tumour had 
ruptured spontaneously (before admission) and this 
event was the cause for her respiratory disease, chest 
pain and fever. 
During surgery, the tumour was found to be partly 
multicystic and partly solid. It was densely adherent to 
chest wall anteriorly, pericardium diaphragm and the 
collapsed lung. Tumour contents (not pleural effusion) 
was found to fill what remain of the pleural cavity. 
With a massive tumour and difficult dissection at 
hand, the site of the presumed spontaneous rupture of 
the tumour was not obvious. 
M. ASHOUR 
College of Medicine and 
King Khalid University Hospital 
Saudi Arabia 
24 February 1993 
Dear Editor 
Pneumothorax in patients with AIDS 
We read with interest the report by Coker et al. of 
pneumothorax in ten patients with AIDS (1). We 
would like to present a similar case recently under our 
care in which post-mortem examination of the lungs 
was possible. 
A 30-year-old homosexual male presented with 
thrombocytopenia in October 1988. HIV testing was 
positive. In November 1988 he had Pneumocystis 
carinii pneumonia (PCP) (induced sputum positive) 
successfully treated with high dose co-trimoxazole. 
His chest X-ray was normal after recovery. He 
subsequently took Dapsone 50 mg twice weekly as 
prophylaxis against PCP, plus AZT 250 mg daily and 
Fluconazole for recurrent candidal infection. 
He was admitted in December 1991 with a 4-day 
history of breathlessness, unproductive cough, sweats 
and pleuritic left chest pain. Physical examination 
revealed pyrexia of 38°C oral candidiasis, and dimin- 
ished air entry at both bases. Oxygen saturation was 
97% with no desaturation on exercise. Chest X-ray 
showed thin walled cavities at both apices and in 
the right lower zone. There was a 25-50% right 
pneumothorax and a 10% left pneumothorax. 
An intercostal drain was inserted on the right with 
symptomatic improvement. Bronchoscopy and lavage 
of the left upper lobe produced only a few Gram- 
positive cocci on staining, culture of lavage fluid was 
negative. No P. carinii was detected and no myco- 
bacteria shown on Ziehl-Neilsen stain or subsequent 
culture. He initially improved with intravenous 
flucloxacillin. The right lung did not fully re-expand 
despite re-positioning of the intercostal drain. Fifteen 
days after admission be became pyrexial and antibiotic 
therapy was altered. His pyrexia persisted and anti- 
tuberculous chemotherapy was added on the 18th day 
of admission. The following day he became shocked 
and breathless with a tension pneumothorax on the 
left side requiring urgent insertion of an intercostal 
drain. Repeat bronchoscopy and lavage isolated 
Staphylococcus aureus only. Despite appropriate 
antibiotics his condition deteriorated with worsening 
respiratory and renal failure. He died on the 24th day 
after admission. 
Post-mortem examination of the lungs revealed 
bilateral irregular upper lobe cavities of approximately 
5 cm diameter lined with a yellow membrane. The 
cavity on the right communicated with the pleural 
space, that on the left contained blood clot. Histologi- 
cal examination revealed necrosis with an acute 
inflammatory cell reaction around the cavities and 
a giant cell reaction. The adjacent alveolar spaces 
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contained P. carinii in large numbers. Pneumocystis 
infection was not found elsewhere in the lungs 
although a few organisms were identified in a hilar 
lymph node. The rest of the autopsy was unremark- 
able. This case further demonstrates the development 
of cavitating lung disease complicated by bilateral 
pneumothorax following PCP in a patient with AIDS. 
The interval between PCP and presentation with 
pneumothorax was 37 months compared to a range of 
O-29 months in the series reported by Coker (1). The 
finding of P. carinii in the lung apices at post-mortem 
has been previously reported (2) and may represent 
on-going necrotising infection. Treatment for P. 
carinii infection should be considered in patients 
with a history of PCP who present with pulmonary 
caitation complicated by pneumothorax. 
N. C. MUNRO*, A. WOOD*, D. SCOTT?, 
G. TURNER* AND P. HAMILTON* 
*Royal Victoria Injirmary 
Queen Victoria Road 
Newcastle upon Tyne NE1 4LP 
TNewcastle General Hospital 
Westgate Road 
Newcastle upon Tyne NE4 6BE, U.K. 
15 February 1993 
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